Background/aim: There is anecdotal recognition within the profession that novice occupational therapists who perform well at interview do not necessarily make the best practising clinicians. Further anecdotal evidence suggests that it is difficult to tell (at interview) which occupational therapists will follow which path and whether further training can achieve excellence in existing staff. What is it that makes the difference? What attributes do those truly 'excellent' clinicians have that makes them better than others? Method: A two-round Delphi survey was utilised and 18 expert occupational therapists were purposively recruited from Perth's three adult tertiary hospitals. Panellists rated and ranked sixteen possible attributes that could comprise excellence in an acute practice occupational therapist. Results: The final order of importance (from most to least) of the 16 possible attributes of excellence was determined. Communication, Self-management and Critical Thinking were found to be the three most important attributes, whereas Humility was considered the least important attribute. All attribute rankings achieved at least a low level of consensus. Conclusion: We now have a much clearer picture of what excellence looks like in the acute practice setting, giving managers a new understanding. There is now the possibility of integrating this information into both the recruitment of new staff and the professional development of existing staff. In this way we can move forward to a future that includes the active development of occupational therapy excellence in ways that were not possible before these results were available.
Introduction
What makes an occupational therapist excellent? Occupational therapy is an allied health profession involved with the quality and potential of life and how these may be enhanced in patients through normal, everyday occupations or activities (Roberts, 2002, p. 1 ). An occupational therapist requires a complex set of skills, knowledge and reasoning abilities to be effective. There is anecdotal recognition within the profession that novice occupational therapists who perform well at interview do not necessarily make the best practising clinicians. Most develop into very competent occupational therapists, whereas others maintain a steady mediocrity. However, some bloom into what their colleagues would consider are truly excellent clinicians. Further anecdotal evidence from conversations with local occupational therapists suggests that it is difficult to tell (at interview) which occupational therapists will follow which path and whether further training can achieve excellence in existing staff.
What is it that makes the difference? What attributes do those truly 'excellent' clinicians have that makes them better than others? If we can answer these questions, then we can potentially influence recruitment and work-place training for excellence. Why recruit for competence if we can recruit instead for excellence? Similarly, why educate only for competence? Is it possible to educate instead for 'excellence'?
The general health literature is widely invested in the concepts of competency (Ellstrom, 1997; Occupational Therapy Australia, 2010) , expertise (King et al., 2008; Paterson, Higgs & Wilcox, 2006; Rassafiani, 2009; Unsworth, 2001 ) and even mastery (Burke & DePoy, 1991; DePoy, 1990) , and deals with them in some detail. However, the concept of professional 'excellence' is rarely considered in health. There are professional body (Occupational Therapy Australia, 2018; World Federation of Occupational Therapists, 2011) statements about 'excellence' within the occupational therapy profession, but none clarify what actually comprises excellence. Occupational therapists may recognise 'excellence' in their colleagues, but remain unable to clarify what makes them so.
The medical education literature has explored the non-academic attributes that make a good or excellent doctor; however, the focus has been on the doctor patient interactions. In recent Delphi studies, attributes such as critical self-reflection, conscientiousness, good communication and listening skills and motivation and commitment were cited as some of the required qualities for excellence, but there is limited congruence between the different studies (Lambe & Bristow, 2010; Smith, Glavin & Greaves, 2010) . In 2005, Courtney explored the concept of professional excellence through interviews of occupational therapists and found that a description of excellence is not easily agreed on, but most participants agreed that it involves exceeding accepted standards and relates to an individual's performance (Courtney, 2005) . In informal discussion with colleagues about 'excellence' the first author has frequently heard: "I know an excellent Occupational Therapist when I see one in operation, but I am not sure what it is that makes the difference between competence and excellence". This study grew from a need to investigate and find those differences.
Aim
The aim of this study was to examine the possible attributes that may comprise 'excellence' in an occupational therapist from the perspective of a cohort of adult, acute practice senior occupational therapists purposely recruited from the three Perth, Western Australia, adult tertiary hospitals.
Specifically, three research questions were addressed:
1. Which attributes do senior occupational therapists consider important in relation to excellence in adult, acute practice occupational therapy? 2. How do senior occupational therapists rank these attributes in order of importance to adult, acute practice occupational therapists? 3. What justification do the senior occupational therapists provide for their choices?
Method The Delphi
The Delphi technique is a research technique that can be used to address complex problems by using a structured, interactive and anonymous communication process between the researcher and the participants (Linstone & Turoff, 1976) . The topic under discussion is circulated (in a series of rounds) among participating experts whose opinions or judgements are of interest. Each subsequent round is accompanied by information from the preceding round of replies, with the aim of moving to ever-closer consensus. Participants are encouraged to reconsider and either change their previous judgements (in light of the anonymous judgements of other members of the group) or to stand by their previous judgement (Grisham, 2009) . It is essential that participants are able to take sufficient time to review information presented and to consider what is being asked of them (Hardy et al., 2004) . By using this technique, participants are able to complete the surveys in their own time frames and are not required to add travel times, parking or public transport issues to their survey time requirements (Linstone & Turoff). A circuitous search of the literature beginning with a search of key words "health professionalism", 'attributes of excellence in Occupational Therapists'; excellence in other health professions such as medicine and nursing was completed. This was followed by a review of literature around leadership qualities in health professionals and the possible meaning of the term "excellence" in the health professions revealing a long list of attributes that were collated by the first author. These were then studied in consultation with the other authors and grouped into sixteen different attribute groups. For example, the following were grouped together under the attribute heading of "Self-Management": Self-motivated, organised, aware of own limits and those of others/self-aware, evaluates own performance/reflective, articulates own ideas, challenges themselves, autonomous, respectful, able to deal with pressure/stress, takes responsibility for own actions, well-prepared, patient, manages work/life balance.
In this way, the number of attributes the participants were required to consider was kept to a manageable number, while still ensuring the attributes were individually identifiable to allow for possible future assessment of, and training for, the most important attributes.
A two-round Delphi was utilised for this study. As outlined in the below paragraphs, predetermined inclusion criteria were used to recruit sufficient participants to provide an adequate sample size. Confidentiality of the identity of participants was protected through the use of a unique code. The number of rounds, feedback between rounds and consensus reaching and data analysis procedures were all utilised to enhance the reliability and validity of the results (Hasson, Keeney & McKenna, 2000) . This study was approved by the Human Research Ethics Committee of The University of Western Australia RA/4/1/4909.
Population/Sample
Participants in a Delphi study are traditionally 'experts' in their field (Hasson et al., 2000; McKenna, 1994; Powell, 2003; Williams & Webb, 1994) . The definition of an 'expert' in occupational therapy is necessarily quite arbitrary as there is no absolute classification available (Sumsion, 1998) . Inclusion criteria for participants in this survey were determined to be that they work (or had worked in the past three years) full-time or parttime at one of Perth's three adult, tertiary hospitals (Royal Perth Hospital, Sir Charles Gairdner Hospital and Fremantle Hospital). They required a minimum of five-year occupational therapy experience and to have been involved in the supervision or management of occupational therapists (must be Health Services Union of Western Australia (HSUWA) grade P2 or above). Finally, the participant must be recognised within the profession as a respected member of the profession. Evidence of this last criterion was accepted as endorsement of the participant by their Head of Department.
Twenty-one senior occupational therapists (eight from two of the hospitals and five from the third) who met the inclusion criteria and were heterogeneous in demographics of age, years of experience, clinical work areas and perspectives to ensure a balanced approach to the Delphi were recruited from the target hospitals and 18 completed both rounds of the Delphi. This number of participants is consistent with those used in other published Delphi studies (Hsu & Sandford, 2007; Rowe & Wright, 1999) . A description of the participants is included in Table 1 .
Procedure
Sixteen possible attributes of excellence were sourced by the first author from the literature and provided to the participants in Round One. Participants then rated them on a four-point Likert scale (from 'very unimportant' to 'very important') that was chosen to discourage participants from choosing the neutral fence sitter position (De Villiers, De Villiers & Kent, 2005) and ranked them from 1 (most important) to 16 (least important), giving reasons for their choices in both sections. In Round Two, the participants were provided with the feedback given by their peers in round one, as well as the ranking of the attributes in order of importance as it stood at the end of Round One. After reviewing the data provided, participants once again rated and ranked the attributes.
Qualitative data analysis
Conventional content analysis was used to inductively analyse the qualitative data. Raw data were entered into a word document under each attribute and conventional content analysis was undertaken to facilitate the identification of appropriate categories (Hsieh & Shannon, 2005 ). Notes of relevant or interesting information were made in the margins of each attribute from each participant. Careful study of these notes led to the emergence and identification of appropriate categories. The researcher then returned to the data, one attribute at a time and collated the relevant data under each category heading. In this way, a large amount of data were categorised in an effort to present it in an easy to read and understand format for participants. It was important that each participant was able to readily consider the qualitative data from other participants as they reviewed and revised their opinions in Round Two.
Finally, summative content analysis was undertaken and the results used to support the quantitative data in the production of the aggregated rank order of the attributes. Each attribute was studied at a word frequency level to identify and quantify positive and negative descriptive words in the text. A final tally of positive minus negative words was produced.
Quantitative data analysis
The measurement tools chosen as the most appropriate for this study (and supported by the literature) included: median, mean, mode, three nominated percentage scores, interquartile range (IQR), interquartile deviation (IQD) and skewness (Lambe & Bristow 2010; Jamieson, 2004; Jakobsson, 2004) .
The median is a robust measure that is the most representative measure for describing ordinal data (Svensson, 2001 ). It is also less susceptible to outliers/ skewness and so was used as the preferred measure of central tendency for both the rating and ranking data (Field, 2009 ).
Consensus
The methods used to support determination of consensus were (i) the stability of participants responses across the Age 25% (n = 4) were over 50 years of age 37.5% (n = 6) were aged between 35 and 50 years of age 37.5% (n = 6) were aged below 35 years of age Years of experience Median = 14 years Mean = 17 years Range: 5 years -35 years = 30 years Clinical areas of practice Acute: Emergency = 4 Acute hospital = 4 Burns = 1 General: Stroke/Neurology = 2 Oncology related = 2 Geriatric medicine = 2 Acute rehabilitation = 1 rounds, (ii) a decrease in IQD scores between rounds one and two of >1 in the ranked data and (iii) a decrease in the IQD scores between rounds of >0.5 in the rated data (Hsu & Sandford, 2007; Rayens & Hahn, 2000) .
Results
Substantiation of the validity of the Delphi process Each Delphi round was analysed separately. In Round One, the qualitative data were explanatory and exploratory in nature; they delved into the meanings of the sixteen different attributes, trying to further illuminate their inherent characteristics. The four categories that were identified included how an occupational therapist possessing (or lacking) the attribute affects the 'self', patients, fellow occupational therapists and other staff, and the occupational therapy service or profession as a whole. Participant's presented both positive and negative aspects for most attributes and not all attributes attracted data for every category. There were more positive data than negative, supporting the importance of all attributes. Importance was further established by the quantitative data, with the rate median for each attribute ranging from 3 to 4 (3 being "important" and 4 being "very important").
The qualitative data in Round Two were found to be different in intent to that of Round One. In this round, the participants were no longer trying to clarify each attribute, but rather they were interested in comparisons between the attributes and how they related and compared to each other. Participants became significantly more convinced of the relative importance of attributes in this round. This may be due to the fact that initially all attributes were generally recognised as being 'important' at some level, and so in Round One, participant's were less inclined to treat any attributes too ruthlessly. In Round Two, there was evidence that views had crystallised and participants were more prepared to declare themselves on the relative important of the attributes. When considering Emotional Intelligence for example, a participant in Round One wrote: "By managing own and others emotions, the outcome for patients is optimised". However, in Round Two, a participant stated "A significant slide down the scale from my initial ranking, but clients, communication, and managing yourself definitely rank higher now on reflection". Similarly, when considering Compassion in Round One, a participant wrote "This understanding of others facilitates interventions that are relevant and holistic". However, in Round Two, a participant stated "Important yes, very important yes, but less important than solving problems, being flexible and practical, working within a team, achieving health care goals, communicating".
Participants in Round Two provided information about how their views had changed as a result of feedback from Round One. There was evident effort put into clarifying rankings between different, important attributes. Participant re-assessment of each attribute was substantiated, using the feedback provided from their peers to either strengthen or alter their own ideas. For example: "I dropped this one (in rank) after reading the comments -as being too conscientious cause's problems, whereas being too good at communicationnot possible!!"
The four categories that were identified in Round Two were "positive comments", "negative comments", "convergence" (showing the participants attempts to come to a consensus with other participants on the importance or otherwise of the attribute) and "depth of thought" (showing the effort participants put into thinking through their responses).
Ranking of scores
Median scores for the "Rank" data from both rounds showed two main things. Firstly, there was general agreement of participants' relative ranking scores from Round One to Round Two, with the top ranking attributes remaining top and the lowest ones remaining low. Secondly, with the exception of 'Client Centred Approach' which remained the same, the eight 'more important' attributes scores became even lower (more important), while conversely, with the exception of 'Team Player' which also remained the same, the eight 'less important' scores became even higher (less important). This tightening of participants' scoring for both the highest and the lowest scoring attributes in Round Two produced an almost clear ranking line-up from 1 to 16. It demonstrates a general strengthening of participants' opinions about these attributes; they became more positive about the eight more important attributes and more negative about the eight less important attributes' relative importance.
An aggregated ranked list of the attributes in order from 'Most Important' to 'Least Important' was generated at the end of each round (Costa & McCrae, 1992) . Seven different data "scores" for each attribute were tabled. By adding the seven scores a total score was achieved, allowing the final rank order to be confidently achieved. Table 2 shows how the rank order was determined in Round Two.
There was demonstrated stability between rounds for the final rankings of both the most important and the least important attributes. Figure 1 shows the final ranked order of attributes at the end of both rounds. The vertical axis shows the ranked order from 1 (most important) to 16 (least important) and demonstrates the slight differences in some of the middle-order attributes between Rounds One and Two, with most movements being only one position up or down in ranking. The greatest difference was two positions ('Conscientious' fell from 10th rank in Round One to 12th rank in Round Two).
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Consensus
Consensus ratings were deemed to be very high, high, moderate or low and were achieved at some level for all attributes. It seems that, in general, the middle ranking attributes did not achieve high consensus ratings. This indicates that participants were confident of the least important and the most important attributes, but were less confident about the order of those in between. Communication, self-management, and critical thinking were the top three ranked attributes and all achieved a high to very high level of consensus. Humility was the lowest ranked attribute and achieved a very high level of consensus. These attributes clearly show the weight of participants' beliefs concerning their relative importance or lack of importance.
Summation
The qualitative data support the preposition that participants were doing exactly what was asked of them in this Delphi. They were using their considerable experience to carefully consider each possible attribute of excellence, to decide upon its importance to occupational therapy and to then consider its importance in relation to all the other attributes. For example, when discussing self-management in Round Two a participant noted: Self-management is on a very close par with positive attitude. I rate it more highly than flexibility as I think an Occupational Therapist with good selfmanagement skills will manage their clinical load well, but also their own development and progression -whereas flexibility I see as relating more to clinical caseload and problem solving.
Another noted when discussing Critical Thinking:
On initial ranking I may have confused 'practical' with 'critical thinking' -essentially I value the ability to work logically through a problem. I think it slightly more important than a client centred approach -critical thinking enables you to get to the heart of the problem; a client centred approach may result in getting bogged down in matters unrelated to Occupational Therapy, or not pertinent to the reason for the Occupational Therapist interview.
Participants clearly demonstrated by their comments and discussion that they were adhering to their brief of considering the attributes from the perspective of "adult, acute practice occupational therapists" only. For example, when discussing conscientiousness a participant wrote:
I rate this as lower than being practical and flexible, as those two attributes seem to imply to me that a level of creativeness of thought and planning that can achieve goals potentially more effectively 
Discussion: Attributes of excellence
A picture has emerged showing three attributes contribute the most to excellence in occupational therapy adult, acute practice settings. Participants were definite in their opinions that the ability to communicate effectively, manage ones practice and self and to be able to think critically in order to create new solutions were the attributes that matter the most. Much of the published work on competence and expertise relates predominantly to standards of work. However, Courtney's study of professional excellence in private practitioner occupational therapists offered a differing perspective, one where professional excellence is also related to the individual practitioner's characteristics as well as to the standard of their work (Courtney, 2005) . Now, as a result of this current study, we have a clearer picture of which attributes contribute the most to "excellence" in acute practice occupational therapy. As they progressed through the Delphi and considered each other's rationales, participants were able to tease out the attributes that set an excellent therapist apart from their competent colleagues.
In 2018, the new "Australian Occupational Therapy Competency Standards" were commissioned by the Occupational Therapy Board of Australia through the Australian Health Practitioner Regulation Agency. They are a set of four standards that all occupational therapists are required to achieve: Professionalism, Knowledge and Learning, Occupational Therapy Process and Practice and Communication and will come into effect from January 2019 (Occupational Therapy Board of Australia, 2018). Interestingly, Standard 4 on Communication with © 2018 Occupational Therapy Australia ATTRIBUTES OF EXCELLENCE its 11 competencies reinforces the findings of this current study, showing Communication to be the most important decider of excellence in practice. All practicing occupational therapists are expected to achieve competence in the new four standards, but only some practitioners will manage to achieve excellence in these "competencies". This current study has gone some way to establishing why. The attributes that facilitate this achievement of excellence have now been confirmed.
The remainder of the discussion will now focus around the most important attributes of excellence; further discussion will be confined to the top three attributes.
Communication
'Communication' was clearly considered by the participants in this Delphi to be the most important attribute contributing to excellence in adult, acute practice occupational therapists. It achieved a "very high" level of consensus. Qualitative data supported the idea that the effects of good communication are numerous and varied. Participants talked about the effect of good communication on things such as relationship building, fostering understanding of the task at hand and of the needs of others.
The importance of communication is supported by most of the authors who studied variations of 'excellence' in different professions. The results of Lyons' study looking at non-academic selection criteria for occupational therapy students, rated verbal communication skills as the most important (Lyons, Mackenzie, Bore & Powis, 2006) . Similarly, Lambe and Bristow's (2010) study looking at the attributes of good doctors ranked verbal communication third in importance, and Smith et al. (2010) in their study on defining excellence in anaesthesia ranked it fourth most important. Courtney's study certainly linked competence in communication skills with excellence of occupational therapists practise (Courtney, 2005) .
There is also some early research reporting the converse. For example, a 1971 study in medicine ranked communication at number 26 out of 87 possible desirable attributes in practicing physicians (Price et al., 1971) . The difference between this finding from 45 years ago and those reported more recently is likely reflecting the changing emphasis in the practice of health professionals towards person-centred care. Being an effective communicator is considered more important now than it was back in 1971. Walmsley (2006) in a discussion on the contemporary responsibilities of health providers describes an evolutionary shift in the relative importance of communication in modern health professionals. Walmsley reports the notion that now more than ever, health professionals need excellent communication skills to effectively work with patients, service users and their families who all want the professionals with whom they interact to offer specialist skills, while treating them with respect and to communicate clearly. Added to this, current policies such as that of "open disclosure" within Western Australia Health requires all occupational therapists to effectively communicate with their patients to diffuse situations that could otherwise become litigious (Government of Western Australia, Department of Health, 2012). Occupational therapy services provided via telehealth or other electronic methods, also puts an added strain on the communication skills of occupational therapists as they strive to ensure an unambiguous and thorough service via these new and nontraditional channels. It is certainly reasonable to speculate that good communication is indeed more essential now than it has ever been.
Self-management
Self-management was ranked as the second most important attribute contributing to acute practice occupational therapist excellence and also achieved a "very high" consensus level. Qualitative data showed clearly that participants valued this attribute for its influence on work-life balance, stress management, internal drive and motivation.
This high ranking would certainly fit with Brightman's supposition that professionals are inherently driven towards self-management (Brightman, 2000) . Other researchers agree with the importance and high ranking of various aspects within self-management (defined for participants in this study as being: "Self-motivated, organised, aware of own limits and those of others/selfaware, evaluates own performance/reflective, articulates own ideas, challenges themselves, autonomous, respectful, able to deal with pressure/stress, takes responsibility for own actions, well-prepared, patient, manages work/life balance"). Lambe and Bristow (2010) , for example, rank 'recognition of one's own limits' and 'motivation and commitment' as numbers four and five respectively in their Delphi looking at 'good doctors' and both of these are contained within the 'self-management' attribute in this Delphi. Others list 'understanding one's limitations in knowledge and expertise' as an essential requirement for occupational therapist excellence and this too comes under the 'self-management' attribute (Courtney, 2005) . Likewise, Orlick lists 'belief' (in your capacity to achieve your goal) and 'constructive evaluation' (and reflection) as two important elements of excellence, both of which are incorporated in the selfmanagement attribute for this study (Orlick, 1996) .
Critical thinking
This attribute was ranked as the third most important attribute contributing to acute practice occupational therapist excellence and achieved a "high" level of consensus. Participants were particularly glowing in their comments about this attribute and its impact upon excellence.
Interestingly, the attribute was tied to greater, more expansive characteristics by some participants, such as the suggestion that occupational therapists who were critical thinkers were also the visionaries and leaders within the profession.
Critical thinking or parts of it, was generally ranked well by other researchers. A study by Lyons looking at non-academic selection criteria for occupational therapy students ranked 'problem-solving skills' as the second most important 'element' and the theme of 'problemsolving/critical thinking' was deemed to be significant (Lyons et al., 2006) . Orlick (1996) reported the ability to 'use feedback and to act on lessons learned' as important for personal excellence and Lambe and Bristow (2010) similarly placed the 'ability to cope with ambiguity, complexity and uncertainty' as the sixth most important attribute (out of a possible 20) required for good doctors. Others have suggested that being 'able to separate important points from details' and being 'able to convert acquired information into working knowledge' were in the top ten important attributes for being good doctors (out of a possible 87 positive qualities) (Price et al., 1971) .
Limitations
There are three identified limitations of the study. The study viewed excellence through the lens of the Perth, Western Australian acute care occupational therapy profession, so other sectors may have different ideas on excellence. There has not been corroboration of any other methods such as focus groups used to add strength to the triangulation process. The presented attribute list, while developed from the literature, may have limited the available options for participants to explore.
Conclusions: Key points for occupational therapy
The findings of this study have been compiled from the thoughts, opinions and reasoned review of a panel of eighteen expert occupational therapists to provide previously undocumented information on the attributes required for excellence of practice as an occupational therapist within the acute, adult setting. The three most important attributes identified for excellence in occupational therapists were found to be communication, selfmanagement and critical thinking. The implications of the findings have significance for the Western Australian adult, acute practice occupational therapist community specifically in the area of recruitment. Although the outcomes of Delphi studies are not generally intended to be transferable, the findings of this study could be of value to other Australian tertiary hospital occupational therapist communities.
The way ahead is exciting! We now have a much clearer picture of what excellence in occupational therapy looks like in the acute practice setting, giving managers a new understanding. There is now the possibility of integrating this understanding into both the recruitment of new staff and the professional development of existing staff as each of these important attributes can be developed through practice and reflection. In this way we can move forward to a future that includes the active development of occupational therapist excellence in ways that were not possible before these results were available.
Key points for occupational therapy
The identified attributes of excellence were communication skills, self-management and critical thinking. Insight into the agree attributes of excellence can inform our recruitment practices. Reflection and discussion around these attributes can shape orientation and development of junior staff.
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